local insult such as sleeping prone in infancy; careless cutting, which may leave a spicule of nail, which penetrates the nailfold as the nail grows forwards; or compression in shoes. It would be of interest to look for a family history in adults with this condition.
A conservative approach to the condition is preferable in infancy, with simple avulsion of the nail when necessary. The lack of certainty about the prognosis makes destructive surgery of the germinal matrix undesirable.
We thank Mr M N Saad for permission to report case 1. The illustrations were prepared by Mr D Griffin. I Orr, C M S, and Photiou, S, Hospital Update, 1977 , 3, 465. 2 Lathrop, R G, Cutis, 1977 , 20, 119. 3Murray, W R, and Bedi, B S, British Journal of Surgery, 1975 , 62, 409. ' Chapman, R S, British Journal of Dermatology, 1973 , 89, 317. 5 Verbov, J L, Practitioner, 1976 , 217, 413. (Accepted 53July 1978 City Hospital, Nottingham F B BAILIE, FRcs, registrar in plastic surgery Wexham Park Hospital, Slough D M EVANS, FRcs, consultant plastic surgeon Anterior T wave changes in the ECG of an athlete Electrocardiographic alterations are well recognised in athletes and may lead to diagnostic difficulties on occasions.' Information about the natural history of these changes when the athlete ceases strenuous activity is limited.
Case report
In 1972 a 24-year-old professional footballer who had played in top class competition since the age of 18 was found to have an abnormal ECG on routine examination (figure, A). He had not had a previous ECG. This finding led to a diagnosis of acute myocardial infarction and he was admitted to hospital elsewhere. He was asymptomatic and on examination was thin and muscular with a blood pressure of 110/70 mm Hg and a pulse rate of 65 beats/min; there were no abnormal physical signs. Over 3 weeks' enforced rest resulting from the diagnosis of infarction, the ECG returned to what would be considered normal for a thin, active, young man (figure, B). Cardiac enzyme concentrations and the chest x-ray film were normal and he was afebrile. Three months later he was still inactive and the ECG ECG when first seen 
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The precordial leads from serial electrocardiograms. The limb leads did not alter during this period; the mean frontal QRS vector was +90' and mean frontal T wave vector 00 in all three tracings. remained normal. He was referred to the Brompton Hospital for further investigation.
Because his livelihood was threatened by the presumptive diagnosis of heart disease (possibly ischaemic), cardiac catheterisation, left ventriculography, and coronary arteriography were performed and all gave normal findings. He then returned to full training and has continued to play competitive football for the last five years. Subsequent yearly ECGs have shown the return of the initial changes (figure, C), which have remained stable. Echocardiography in 1977 showed a left ventricular cavity size of normal dimensions, a normal left ventricular filling pattern, and considerable septal thickening (>2 cm at end diastole).
Comment
Alterations in the electrocardiogram' and echocardiogram2 3 are common in professional athletes. The electrocardiogram may show increased voltage in both right and left precordial leads as well as T wave inversion and S-T elevation most commonly occurring in leads VI-4. The echocardiogram commonly shows increased left and right ventricular dimensions and septal hypertrophy is often present. Such septal hypertrophy is commonly seen in all forms of left ventricular hypertrophy4 and is not characteristic of any particular condition.
This case is presented because the very considerable changes in the ECG of this athlete regressed during only three weeks of enforced inactivity. The initial ECG raised the possibility of organic heart disease and initially the regression of these changes during inactivity was misinterpreted as the evolution of an ischaemic or inflammatory myocardial lesion. Only when the changes reappeared with a return to activity did the nature of the initial changes become clear. The associated septal hypertrophy suggests that the so-called "right ventricular changes" commonly seen in athletes in lead VI-4 may be the result of septal hypertrophy causing repolarisation forces to be directed mainly posteriorly. It is important, particularly in athletes, that changes in the level of physical activity are considered when interpreting the electrocardiogram, and the meaning of serial electrocardiographic changes. 1 Lichtman, J, et al, Archives of Internal Medicine, 1973 , 132, 763. 2 Roeske, W R, et al, Circulation, 1976 , 53, 286. 3 Menapace, F J, et al, American Journal of Cardiology, 1977 , 39, 276. 4 Gibson, D G, et al, British Heart Journal, 1978 (Accepted 5_July Hypercalciuria and recurrent urinary stone formation despite successful surgery for primary hyperparathyroidism Hypercalciuria may persist after surgery for primary hyperparathyroidism despite restoration of the serum calcium concentration to normal. Associated urinary tract stone formation has been described. ' We describe the first patient with this condition in whom the mechanism of persisting hypercalciuria has been defined.
Case history
A 31-year-old driver presented in 1964 with bilateral radiopaque renal calculi. Hypercalcaemia and hypercalciuria were found. Eventually a benign parathyroid adenoma of mixed cell type was excised in 1966 (Professor G W Taylor). He became normocalcaemic but remained severely hypercalciuric (figure). Dietary calcium intake was about 25-30 mmol daily. Dietary calcium restriction and the addition of oral sodium cellulose phosphate corrected his hypercalciuria when he was under supervision in hospital. He did not adhere to dietary restriction or take medication regularly
